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Hip arthroscopy requires speciﬁc instrumentation and a correct
distraction to facilitate portal placement and the intraarticular
route, due to the magnitude of the surrounding soft tissues and to
the inherent constraint of the hip joint.
Reported rates of complications associated with hip arthrosco-
py vary between 0.5% and 6.4%, with most involving the effects of
joint distraction.5 Apraxia of the pudendal, sciatic or ﬁbular nerves
is the most-frequent lesion. Other complications include involve-
ment of adjacent neurovascular structures, bleeding through the
portal, haematoma, trochanteric bursitis, infectious arthritis,
instrumental breakage and iatrogenic chondral lesions of the
femoral head and acetabular labrum. Other reported complications
are a consequence of excessive bone resection and/or alterations in
vascular irrigation of the femoral head (necrosis, fractures). Excess
pressuresmay provoke extravasation of ﬂuid to the abdominal and
retroperitoneal cavities.4,7,10,14,15
As in other joints, loose intraarticular bodies in the hip joint
should be removed by arthroscopy, whose beneﬁts in this respect
are well-documented and less-invasive than traditional open
techniques.8,11
2. Case report
A 28-year-old make with no relevant medical history was
attended by the emergency department after suffering a high-
impact motorbike–car collision. The initial examination disclosed
fractures of the 3rd–7th left costal arches, contusion of the left lung
with no signs of pulmonary effusion, and fractures of the lateral
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right hip (proﬁle) showed no acute bone injury.
After immobilization of the clavicle and scaphoid fractures, the
patient was admitted to an intensive surveillance unit for control
of the pulmonary injury. When respiration normalized the patient
was moved to the trauma ward, where he complained of constant
pain in the right hip region. The patient explained that he had
suffered a very-intense pain in the right hip at the time of the
accident which remitted suddenly and spontaneously during
medical transport to hospital.
Traumatic dislocation of the right hip joint with spontaneous in
situ reduction was suspected. Computed tomography of the pelvis
showed four loose intraarticular hip joint bone fragments, the
largest of which measured 17 mm  7 mm and was located
adjacent to the ligamentum teres while the other three measured
3–5 mm andwere located in a posterior intraarticular position and
originated in the posteroinferior acetabular labrum (Fig. 1).
Sixteen days after the accident, hip arthroscopy to extract the
free intraarticular fragments was carried out using a standard
arthroscopic technique with standard hip‘traction in supine
decubitus. Arthroscopic examination showed abundant hemar-
throsis with clots, which were removed. Complete avulsion of the
ligamentum teres was observed and the loose bone fragments
were removed. No lesion of the joint capsule was evident (Fig. 2).
Six hours after arthroscopy, the patient presented with acute
scrotal oedema. The urology service was consulted and testicular
echography showed correct irrigation of the testes. Therefore,
conservative treatment was initiated and the scrotal oedema
resolved spontaneously within 48 h (Fig. 3). Abdominal echogra-
phy showed no ﬂuid in the abdominal or retroperitoneal cavities.
The patient evolved satisfactorily and after 1 year of follow-up,
there is no pain in the hip joint or sequelae due to the urologic
complication or the original trauma.
3. Discussion
We found no reported references to acute scrotal oedema as a
complication of hip arthroscopy or in series of patients with a
traumatic dislocation of the hip joint.8,11,12
The presence of ﬂuid in the abdominal and retroperitoneal
cavities after hip arthroscopy is reported in both large series of
patients4,5,14 and case-reports.1,6 We found one reported case of
scrotal cutaneous necrosis due to excessive traction during
surgery.2 Most cases of extravasation in the abdominal cavity
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Fig. 1. CT Scan where major bone fragment adjacent to ligament teres can be observed in frontal (A) and coronal plane (B). Right hip joint.
[(Fig._2)TD$FIG]
Fig. 2. Arthroscopic images were hemartros (A) and the major bone fragment (B-arrow) can be observed. Right hip joint.
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excessive abdominal pressure which require surgical drainage.1 In
our case, after control of the lesion, the scrotal oedema resolved
spontaneously.9
In cases of traumatic dislocation of the hip joint, rupture of the
joint capsule could, hypothetically, cause massive extravasation of
ﬂuid through the point of rupture, with accumulation in the
perineal and scrotal regions. The time between the initial trauma
and arthroscopy which, in our case, was 16 days, should be taken
into account, although there is disagreement between authors on
this subject.13 Phillipon recommends immediate hip arthroscopy
for acute dislocation,13 while Byrd and Chern recommend waiting
for several weeks.3[(Fig._3)TD$FIG]
Fig. 3. Scrotal oedema after hip arthroscopy in a traumatic hip dislocation.Pumping systems that allow high ﬂows at low pressure are
recommended to avoid extravasation of ﬂuid to the abdominal
cavity.3 Fluid extravasation is most common in cases of acetabular
fractures or in hip arthroscopy for periarticular processes
(iliopsoas bursa, peritrochanteric space),7 with the ﬂuid passing
from the joint cavity to the abdominal and/or retroperitoneal
cavities via the iliopsoas fascia.
Care in the positioning of the patient and cushioning of the points
of contact to avoid force and excessive traction time, correct
positioningof theportalsandacorrect technique, including judicious
management of the ﬂuid used, would help to reduce the possible
complications associated with this technique to the minimum.
4. Conclusions
Hip arthroscopy is useful for the treatment of lesions associated
with acute hip dislocation. Our case suggests that arthroscopy
should be carried out 4–6 weeks after the initial dislocation, once
the injured periarticular soft tissue has healed. Although, an earlier
removal of intraarticular loose bodies and irrigation of the joint
may be beneﬁcial in reducing secondary articular cartilage damage
and it allows an earlier mobilisation of the hip and patient. There
are few cases published of ﬂuid extravasation published after hip
arthroscopy and causes remain unclear. A low pressure, high
volume water pumping system allows better control of bleeding,
correct visualization of the joint structures and helps to avoid
extravasation of ﬂuid to other cavities.
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